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intimate partner violence, sexual assault, stalking, psychological
aggression
Abstract
The reach of violence against women (VAW) has been profoundly felt by
women across the United States and around the globe. VAW has been
documented for decades as a legal and social justice problem, but as
illuminated in this review, it is also a substantial mental health concern.
A full understanding of the phenomenon must include discussion of
how often it occurs, in what forms, and to whom. This review defines
violence against women in its variant forms and examines the literature
on the mental health effects associated with these abuse experiences.
The effectiveness of the mental health system’s response to the complex
needs of women suffering battering, rape, stalking, and psychological
aggression is also examined. The future of research and the important
role of the discipline of psychology in the future of this field of study is
discussed.
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The reach of violence against women (VAW)
has been felt by women across the United States
and around the globe. VAW has been docu-
mented for decades as a legal and social justice
problem, but as illuminated in this review, it
is also a substantial mental health concern.
Research suggests that the impact of intimate
partner violence (IPV), stalking, rape, and
psychological aggression on women’s mental
health is robust, and in fact most forms of major
nonorganic mental distress and disorder have
been associated with these forms of violence.
Although associations are documented, women
do not experience these negative psychological
health effects in the same time frame or to the
same extent. The complexity of postassault
responses is affected by a variety of factors and
made more complex yet by the fact that most
women suffering violence experience multiple
forms of abuse over their lifetimes. Whether
providing clinical care or researching these clin-
ical phenomena, psychologists have a key role
to play in addressing VAW and its aftermath.
VIOLENCE AGAINST WOMEN BY
PREVALENCE AND TYPE
Scope of Violence Against Women
To date, three nationally representative preva-
lence surveys on VAW have been conducted in
the United States. The National Family Vio-
lence Survey reported that 25% of American
couples had experienced at least one incident
of violence in the course of their relationship
(Straus et al. 1980, Straus & Gelles 1990);
the National Crime Victimization Survey
sponsored by the Bureau of Justice Statistics
revealed that nearly 5 million violent victimiza-
tions are experienced by females over the age of
12 every year (Bachman & Saltzman 1995); and
the National Violence Against Women Survey
(NVAWS) found that 52% of women reported
being physically assaulted and 18% reported
being victims of rape or attempted rape during
their lifetimes (Tjaden & Thoennes 1998).
Studies show that every year in the United
States, approximately 8% of women experi-
ence physical abuse by a partner (Plichta 1996)
and that more than three out of every 100, or
1.8 million women, suffer a severe form of phys-
ical assault (Straus & Gelles 1990). In a review,
most prevalence studies assess “rape” or “sexual
assault” and find that 14.8% to 36.1% of women
have experienced these forms of violence in
their adult lifetimes (Bachar & Koss 2001). A
meta-analysis of stalking studies revealed rates
of stalking reaching 23.5% among U.S. women
(Spitzberg et al. 1998). Although national
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prevalence rates of psychological maltreatment
are not readily available, some indication can be
derived from evidence that this form of abuse
routinely co-occurs with physical and sexual
violence (Dutton et al. 1999, Follingstad et al.
1990). A growing literature also highlights the
prevalence of violence against women, and in
some cases elevated risk of abuse forms, among
women across races and ethnicities (Aldaronda
et al. 2002, Bent-Goodley 2001, Kasturirangan
et al. 2004, Xu et al. 2001).
Defining the Phenomena
VAW is best understood not as a singular act
or form of abuse, but rather as the aggregate of
physically, sexually, and psychologically abusive
behaviors directed by one partner against an-
other ( Jordan et al. 2004). VAW has now been
documented to occur in multiple forms, includ-
ing physical assault, sexual assault, stalking, and
psychological aggression (Tjaden & Thoennes
1998).
Physical violence has been defined to include
behaviors such as pushing, shoving, slapping,
hitting, kicking, biting, choking, burning, the
use of weapons, or other acts that result in injury
or death to a victim (Crowell & Burgess 1996).
Multiple terms are used to refer to sexual VAW,
each having a slightly different meaning. Al-
though there is variability across federal, state,
and tribal statutes, most laws typically define
“rape” as an act of penile/vaginal penetration
committed by some degree of force or the threat
of force (Berger et al. 1988). “Sexual assault” is
a more inclusive term that refers to acts of un-
wanted sexual penetration or touch committed
by the use of force, threat of force, or when
the victim was incapacitated or otherwise un-
able to provide consent (Koss & Achilles 2008).
The Centers for Disease Control and Preven-
tion (Basile & Saltzman 2002) and the World
Health Organization ( Jewkes 2002) prefer the
term “sexual violence,” which includes sexually
violating behaviors (e.g., noncontact acts) that
may not meet legal thresholds as a crime, but
nevertheless could have detrimental impact on
individuals’ well-being.
The empirical literature has taken several
approaches to defining stalking. In 1993, the
National Institute of Justice published a Model
Anti-Stalking Code that defined stalking as a
course of conduct that is directed at a partic-
ular person, causes the victim to fear injury or
death, and would cause the “reasonable” person
the same or similar type of fear (Nat. Criminal
Justice Assoc. 1993). The Model Code and
statutes across the country patterned after the
Code pose a two-prong test for stalking defi-
nitions: the first related to the behavior and in-
tent of the defendant (the defendant must know,
or should know, that his or her conduct would
place the victim in fear), and a second related
to the fear or distress experienced by the victim
(the victim must feel serious alarm, annoyance,
or intimidation, or be emotionally distressed)
( Jordan et al. 2000).
In the behavioral science literature, stalk-
ing definitions range from those that use nar-
row legal definitions (e.g., Tjaden & Thoennes
1998) to those that operationalize stalking with
a list of behaviors both in and outside more nar-
rowly construed statutory language. The more
narrow definitions are often found in studies
intended to inform criminal justice policy and
statute revision, whereas broader definitions at-
tempt not just to define the criminal conduct of
stalking, but also to capture the broader con-
text of the victim’s experience. Fisher’s work is
an exemplar of the latter, as she characterizes
two common types of behaviors experienced
by stalking victims, including “approach” (e.g.,
telephone calls or other methods to attempt to
contact) and surveilling the victim (e.g., wait-
ing outside workplaces or residences, following,
driving by where a victim is located, or using
other people to access additional information
about the victim) (Fisher 2001).
The degree to which victims themselves de-
fine a set of behaviors as stalking has also been
empirically studied. The implication of this re-
search question is significant, for if victims fail
to define their experience as stalking victimiza-
tion, they may also be less inclined to seek ap-
propriate legal aid or to take cautionary steps
to protect themselves ( Jordan et al. 2007). A
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number of studies have identified factors that
influence victims’ definition of their experience
as stalking. For example, Tjaden and colleagues
(2000) found that younger and more highly ed-
ucated victims, victims stalked by current or for-
mer intimates, and victims whose stalking expe-
rience included an approach or overt attempt
to contact were more likely to define the ex-
perience as stalking. Jordan and her colleagues
(2007) found that victims experiencing multiple
types of behaviors as part of the stalking were
more likely to define their experience as stalk-
ing, as were those who experienced fear as a
result of the incident(s).
Of all of the forms of VAW, psychological
abuse is the most difficult to validly and reliably
define (Follingstad 2007). Physical and sexual
assault, as to a lesser extent stalking, have phys-
ical parameters that define when a violent ac-
tion occurs, and there is little controversy as to
whether the action has taken place. Even among
mental health professionals, strong consensus
exists only at the extreme end of the psycho-
logically aggressive continuum (Follingstad &
DeHart 2000), and laypersons do not consis-
tently overlap with mental health professionals
in their judgments of psychological actions as
“abusive” or as to ratings of severity (Follingstad
et al. 2004). In addition, psychological aggres-
sion ranges from boorish and inept relationship
behavior through interpersonal terrorism, and
there currently is no gold standard for deter-
mining when the threshold of “psychological
abuse” has been reached in a particular rela-
tionship. Different from other forms of VAW,
psychological actions may require several com-
ponents to concur for the behavior to be labeled
as abus”: (a) some type of objective consensus
that the action in and of itself constitutes abuse;
(b) some determination that the initiator in-
tended maltreatment; (c) the perception of the
recipient (that would include an idiosyncratic
analysis incorporating context and relationship
history); and (d ) a determination that the ac-
tion possesses the potential to psychologically
harm the recipient. In this regard, Murphy &
Cascardi (1993, p. 105) offered a definition that
appears to incorporate most of the components
when they claimed that psychological abuse is
a nonphysical form of abuse that “. . . consists
of coercive or aversive acts intended to produce
emotional harm or threat of harm.”
Although not enough knowledge has been
developed about more normative psycholog-
ical aggression (that would be viewed by re-
cipients as within boundaries of more typical
and nonharmful conflict), a number of dimen-
sions appear across existing measures and writ-
ings to at least suggest behaviors for which
most people, lay and professional, would con-
sider abusive. Maiuro (2001) organized the
concept of psychological abuse around four im-
pacts that the actions would be designed to ac-
complish: (a) “Denigrating damage to partner’s
self-image or esteem”; (b) “Passive-aggressive
withholding of emotional support and nurtu-
rance”; (c) “Threatening behavior, explicit and
implicit”; and (d ) “Restricting personal terri-
tory and freedom.”
Maiuro (2001, p. x) concluded, “The ‘best’
classification schema (i.e., that which is most
explanatory, predictive, or useful in terms
of intervention) has yet to be determined.”
Future research will be necessary to determine
whether omissions of behavior or extremely
subtle actions can be reliably measured as a
form of psychological abuse, whether a pattern
or more frequent occurrence would be required
for particular behaviors to reach a threshold of
“abuse,” which component of psychological ag-
gression would be weighted more heavily if data
conflicted, whether problematic relationship
behavior can be distinguished from actions con-
sidered abusive, and whether the presence of
psychological abuse in combination with other
forms of IPV qualitatively changes its impact.
Victims of Violence: Which Women?
The demographic variable that most consis-
tently demonstrates an association for women
with IPV, sexual assault, and stalking is age.
Most research on VAW that includes age in-
dicates that younger women are more at risk
than older women (e.g., Bachman & Saltzman
1995, O’Donnell et al. 2002). The highest
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percentage of stalked women falls in the 16–
24 age range, and the least likely women to be
stalked are 55 and above (Greenfeld et al. 1998).
Markward (1996) specifically investigated sex-
ual abuse within physically abusive relation-
ships and reported younger women to be more
at risk for this additional form of IPV. Because
age has been consistently reported as a signif-
icant demographic, numerous studies on IPV
have limited their sample to women between
the ages of 18 and approximately 50 as the up-
per delimiter (e.g., Smith et al. 2002). What has
not been fully determined is whether this demo-
graphic poses more of a risk for young women
because their partners are young (and therefore
more likely to be aggressive) (e.g., Markward
1996), whether their age places them in a
position of less power and control, whether
they are likely to have young children (e.g.,
Weinbaum et al. 2001) and thus limited op-
tions, or whether there are greater disparities
between their age and their partner’s age, influ-
encing power relationships ( Jones & Ferguson
2009). Regarding sexual assault, Tjaden &
Thoennes (1998) stated that “rape is a crime
committed primarily against youth,” although
participants in their study were asked to report
on childhood sexual assault as well as adult sex-
ual assault experiences. Including data across
the lifespan resulted in 54% of the respondents
reporting sexual assaults before the age of 18.
The cluster of demographics that combine
to reflect a person’s socioeconomic status (SES)
(income, education, and occupation) have been
found to be associated with VAW, although not
always consistently across all three indicators
and not always consistently across studies. U.S.
samples (e.g., Tjaden & Thoennes 2000) as
well as cross-cultural samples (e.g., Gauge &
Hutchinson 2006) have reported this associa-
tion regarding IPV, although a few studies have
not (e.g., Fiol & Perez 2004). O’Donnell et al.
(2002) concluded that the literature assessing
the impact of education with VAW was incon-
clusive, and employment status has not been to-
tally consistent in its relationship to VAW, but
higher income appears to be fairly solidly asso-
ciated with less risk of IPV. Regarding psycho-
logical abuse, there was a significant relation-
ship between both income and education and
the amount of experienced psychological mal-
treatment among the women in Follingstad’s
(2009b) national sample who reported on these
behaviors in their worst cohabiting relation-
ships. Similar to physical and sexual IPV,
women with more education and higher in-
come reported receiving less psychological ag-
gression. Logan et al. (2006b) reviewed the re-
lationship of sexual assault (non-IPV) with SES
and reported that women in lower SES brack-
ets were seven times more likely to have been a
victim than were women in the highest income
ranges. The relationship of stalking with SES
has not been clearly delineated, although the
general consistency of these findings for other
forms of VAW would suggest a significant rela-
tionship. It is important to note, however, that
all forms of VAW occur across the socioeco-
nomic spectrum (e.g., Fiol & Perez 2004).
When race and ethnicity are included with
assessed demographics, the typical comparison
contrasts Whites with African Americans on
their experience of IPV. Although statistical dif-
ferences have been found, the racial group con-
sidered more at risk for IPV has varied over
the studies (e.g., Greenfeld et al. 1998, Smith
et al. 2002), and researchers who have con-
trolled for SES when comparing these groups
find that racial differences are no longer signifi-
cant identifiers as to which group is more at risk
(Tjaden & Thoennes 2000). However, when
larger samples of women allow for compar-
isons with other racial and ethnic groups, both
physical assault and sexual assault are reported
at different rates (Tjaden & Thoennes 1998).
Native American and Alaska Native women
reported the highest rates of rape and phys-
ical assault, which may be because some risk
factors associated with victimization, such as
poverty and alcohol use, are particularly preva-
lent in Native populations (Koss et al. 2003,
Yuan et al. 2006). In addition, Native women
face culturally specific risk factors. European
colonization and resulting historical traumas
(e.g., forced removals from homes, disrupted
family structure due to forced foster care or
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boarding school, etc.) may make Native women
particularly vulnerable to violence (Bubar &
Thurman 2004, Yuan et al. 2006). By contrast,
Tjaden & Thoennes (2000) documented that
women of Asian/Pacific Islander descent had
the lowest reported rates of rape and physi-
cal abuse. Yoshihama (1999, 2000) noted that
these standardized assessments rarely capture
socio-cultural differences in definitions of vio-
lence, and specific forms of abuse that are par-
ticular to Asian women’s experiences (e.g., be-
ing doused with liquid) are not measured. As a
result, Yoshihama and other scholars have ar-
gued that magnitude of violence against Asian
women is likely underestimated. In addition,
Tjaden & Thoennes (1998) contrasted His-
panic with non-Hispanic women and found that
Hispanic women were less likely to report these
forms of VAW. Their study did not find racial
differences among women who divulged that
they had been stalked in the past. Follingstad
(2009a) did not find racial differences among
women reporting being the recipient of psy-
chologically abusive behaviors in a sample that
was representative of American census data.
Marital status seems to be a potential factor
for IPV and stalking. Specifically, being sep-
arated/divorced from the man appears to be
a more dangerous time for women who re-
port higher rates of battering and being stalked
(e.g., Greenfeld et al. 1998). Also, women who
were living alone who were not married to their
partner also reported higher battering rates
than did married women (e.g., O’Donnell et al.
2002). Because many studies involving sexual
assault variables are conducted on college pop-
ulations, there does not seem to be much infor-
mation regarding marital status and this form
of VAW. However, because of the relationship
of younger age with sexual victimization, and
the fact that nonmarried women are likely to
live alone, an association between marital status
and sexual assault is probable. In contrast, the
national sample in Follingstad’s (2009b) study
reported both higher frequencies and worse ef-
fects from psychological abuse if they were mar-
ried as opposed to cohabiting in the worst rela-
tionship about which they were reporting.
No other major demographics have been
consistently associated with VAW, most likely
because research studies have collected their
data using a diverse range of sampling sources
(e.g., shelter women, community women,
women whose partner was arrested for IPV,
population-based samples, different ethnic
groups, and dating versus married samples). To
clarify whether other demographics are actually
not related to experiencing VAW, and to pre-
vent potentially erroneous conclusions through
abstracting associations of demographics with
violence across highly disparate studies, future
research is needed that would sample across
the range of sources listed above using the same
measurement and design strategies to provide
reliable comparison data. The results from that
project would facilitate interpretation of data




In addition to documenting the size of the prob-
lem of VAW, research makes clear the detri-
mental impact of these crimes (for review, see
Logan et al. 2006b). Studies exploring the phys-
ical health effects of violence describe victimiza-
tion as a major health problem (e.g., Coker et al.
2000), and broader negative effects of VAW are
felt at family/friend and societal levels through
secondary victimization, elevated fear of crime,
economic costs, and other indirect costs that
impair quality of life (Crowell & Burgess 1996).
The impact on women’s mental health of IPV,
stalking, rape, and psychological aggression are
also robust (Briere & Jordan 2004), and in fact,
most forms of major nonorganic mental dis-
tress and disorder have been associated with the
interpersonal victimization of women. Paren-
thetically, this review does not address what are
now documented as high rates of victimization
among women with major thought disorders
(Goodman et al. 2001) because research has not
suggested a causal relationship between victim-
ization and psychoses among this unique and
vulnerable population (Logan et al. 2006b).
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Intimate Partner Violence
In the area of IPV, rates of depression and anx-
iety appear to be higher for battered versus
nonbattered women. Plichta (1996) found that
31.9% of women who reported IPV also re-
ported a diagnosis of depression or anxiety dis-
order compared to 14% of women without vic-
timization. Other studies have also documented
anxiety (Gleason 1993, Kemp et al. 1995) and
depression (Campbell et al. 1995, Plichta &
Weisman 1995) in intimately assaulted women.
IPV has also been associated with posttrau-
matic stress (Kilpatrick et al. 1997), with one
study finding that 84% of women seeking treat-
ment for battering were diagnosed with post-
traumatic stress disorder (PTSD) (Kubany et al.
2000). Studies also find dissociation (Briere
et al. 1997), somatization (Ullman & Brecklin
2003), cognitive disturbance such as hopeless-
ness and low self-esteem ( Janoff-Bulman 1992),
and suicidality (Thompson et al. 2002) in vic-
tims of IPV. In addition to these mood, affec-
tive, anxiety, and related disorders, substance
abuse has also been associated with IPV. Alcohol
consumption rates have been estimated to be
about five times greater among victims of IPV
than among the general population of women
(Grant et al. 1994). In an exemplar study from a
sample of women from community health clin-
ics, 46.4% of those reporting partner violence
also reported current drug or alcohol abuse
compared to 15.3% of women not reporting
victimization (McCauley et al. 1995). In addi-
tion to a correlative relationship, the presence
of substance abuse in the context of IPV also
appears to have other effects. For example, in a
study of homicide cases involving IPV, offender
drug abuse appeared to increase femicide risk
(Campbell et al. 2003).
Sexual Violence
With respect to sexual violence, many victims
experience shock, fear, agitation, confusion,
and social withdrawal immediately postas-
sault (Herman 1992). Some may also endure
flashbacks, sleeping problems, and emotional
PTSD: posttraumatic
stress disorder
detachment, which are symptoms consistent
with PTSD (Koss et al. 2003). Indeed, PTSD
is the most common mental health sequelae
of sexual violence. A recent review of the
literature on the psychological impact of sexual
assault by Campbell et al. (2009) found that
7%–65% of women with a lifetime history of
sexual assault develop PTSD. The study on the
low end of the range was an outlier, with most
studies reporting rates in the 33%–45% range.
In addition to PTSD, the review found that
many sexual victimization survivors (13%–
51%) meet diagnostic criteria for depression.
Most sexual assault victims develop fear and/or
anxiety (73%–82%), and 12%–40% experience
generalized anxiety. Approximately 13%–49%
of survivors become dependent on alcohol,
while 28%–61% may use other illicit sub-
stances. It is not uncommon for victims to have
suicidal ideation (23%–44%), and 2%–19%
may attempt suicide. For most sexual assault
survivors, these psychological distress symp-
toms decline within the first few months postas-
sault, but it is not uncommon for women to con-
tinue to experience emotional distress for up to
two years postassault (Koss & Figueredo 2004).
Not all survivors of sexual violence experi-
ence these negative psychological health effects
to the same extent (Campbell et al. 2009). Most
studies have not found racial/ethnic differences
in postassault psychological distress; however, a
study of intimate partner sexual assault victims
found that Hispanic women had significantly
higher levels of PTSD than did African Amer-
ican and Caucasian women (McFarlane et al.
2005). With respect to victims’ age, Campbell
et al. 2009) reported that findings have been
mixed. Many of the earliest studies on this topic
found that older survivors experience increased
depression and general trauma, but more re-
cent work suggests no relationship between age
and distress. The relationship between educa-
tion and postassault distress is murky: Some re-
cent studies have found that lower educational
levels are associated with higher PTSD and sui-
cidality, but an equivalent number of studies
have found no effect of education on distress
levels.
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Numerous studies have investigated how
characteristics of the assault itself impact vic-
tims’ postassault psychological distress (see
Campbell et al. 2009 for review). With respect
to victim-offender relationship, most studies
have found that experiencing rape perpetrated
by a stranger is not associated with differential
levels of postrape symptomatology, but some
studies have reported that surviving stranger
rape was associated with increased PTSD. Sex-
ual assault by a partner has been found to be a
significant predictor of PTSD, although when
compared to other types of assailants, there was
no difference in depression or anxiety. The find-
ings in the literature are equivocal as to whether
injury incurred as a result of sexual assault is
related to postassault PTSD, depression, and
anxiety. Most examinations of postrape distress
have not found an effect for weapon use, and re-
sults remain mixed as to whether degree of force
used contributes to higher postassault distress
levels.
Psychological Aggression
Although many articles report that deleterious
effects have been identified as a result of being
the target of psychological aggression, the sub-
jective nature of the experience, the occurrence
of it within interpersonal interactions and rela-
tionship contexts, the frequent co-occurrence
of physical violence, and problematic measure-
ment all combine to reduce certainty as to the
impact of these actions. Although it is highly
likely that serious forms of psychological abuse
(e.g., higher frequency, longer doses, particu-
lar types) would impact women’s mental health,
this field of inquiry is still significantly ham-
pered by measurement difficulties that limit
strong conclusions at this time (see Follingstad
2007).
When trying to understand the outcome
of experiencing psychological abuse, a major
consideration is the fact that there are diverse
forms of psychological maltreatment with ap-
parently dissimilar aims. For example, based
on Maiuro’s (2001) framework of major psy-
chological aggression dimensions (see above),
causal sequences from the psychological actions
to mental health outcomes are typically hy-
pothesized as follows: (a) denigration of one’s
partner is intended to result in damage to self-
esteem/self-concept, likely leading to depres-
sion or anxiety; (b) withholding affection and
nurturance is aimed at damaging self-esteem
but is also a manipulative ploy to produce sub-
missiveness, probably leading to depression,
learned helplessness, and/or a passive person-
ality style; (c) threatening actions are intended
to frighten/intimidate, thus leading to anxiety,
compliance, and passivity; and (d ) restriction
intends to control the partner’s actions, poten-
tially leading to depression, passivity, and lack
of sociability.
A review of the outcome literature on psy-
chological abuse to date suggests what is known
and not known as to its effects (Follingstad
2009a). Lending some support to the above
outcome models, the variable most studied—
depression—appears to have relatively good
support for depressive symptoms occurring
with increasing psychological aggression, but
studies using clinical levels of depression as a
threshold for mental health impact did not show
a significant relationship. Also complicating the
picture, physical and psychological aggression
take turns being the more predictive variable
or even the only contributing source for de-
pression. Examining anxiety as an outcome
variable has resulted in contradictory findings,
although this would not be unexpected consid-
ering that some forms of psychological abuse
are not intended to produce fright or anxiety,
whereas others are used specifically for that
purpose (e.g., direct threats to harm/kill the
woman). Separating out anxiety as a clinical
concept from “fear” regarding one’s safety may
also clarify when and how these emotional states
are impacted by psychological abuse. Mixed
results were found for the impact of psycho-
logical abuse on self-esteem, although mediat-
ing variables seemed important (and therefore
encouraging) for understanding this relation-
ship. If one considers physical health outcomes
as potentially impacted via the psychological
toll of being the victim of psychological
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abuse, this relationship still requires disen-
tangling through the establishment of medi-
cal/psychological models that can be tested to
explain why certain health problems are associ-
ated with physical versus psychological aggres-
sion and what would mediate/moderate these
relationships. Other mental health symptoms
that could be investigated further as outcome
variables, but do not have enough corrobo-
ration in the research literature to form con-
clusions, are guilt/shame, substance use/abuse,
stress, cognitive impairment, and personality
traits.
Stalking
Anxiety, depression, sleeplessness, anger, in-
tense stress, and trauma symptoms have all been
associated in the literature with the experience
of stalking (Davis et al. 2002, Pathé & Mullen
1997). Although stalking may lead to physical
violence (in fact, research suggests that intimate
partner stalkers are more likely to be violent
than are stalkers of nonintimates; Palarea et al.
1999), it is the fear of violence or death and the
protracted and unpredictable pattern of stalking
that appears to be associated most directly with
deleterious mental health effects (Davis et al.
2002).
COMMON MENTAL HEALTH
EFFECTS SEEN IN WOMEN
ACROSS VARIANT FORMS OF
VIOLENCE AGAINST WOMEN
Mental health complications associated with
VAW for women are frequently documented ir-
respective of the type of violence experienced.
Across populations of women experiencing IPV,
sexual assault, stalking, or psychological abuse,
anxiety has been targeted for study and has been
identified as occurring and most likely caused
by these experiences. Particularly for the first
three types of abuse mentioned, PTSD, as a
subtype of anxiety disorders, has been iden-
tified as a potential and even likely mental
health outcome. Studies of shelter populations
indicate that a majority of the women report
PTSD symptoms (e.g., Kemp et al. 1995),
and victims of sexual assault, severe abuse, and
those who perceive more threats on their lives
are most often identified to develop PTSD
(Follingstad 2003). One study reported that
women who have been stalked, especially if
the tone of the stalking is threatening, have
reported symptoms that are consistent with
PTSD diagnoses at rates of 73% (Logan et al.
2006b). Except for threats of harm and sadistic
actions implying potential harm, psychological
abuse includes many other strategies of domi-
nation and control that would not technically
qualify as life events (i.e., trauma) capable of
producing PTSD. PTSD as a diagnosis is more
focused on the development of symptoms fol-
lowing highly fearful and concrete experiences,
and includes sequelae that recreate the fear, pro-
mote avoidance and withdrawal, and that take
the form of overactivation of physiological re-
sponses due to triggering of the autonomic ner-
vous system. The diagnosis of PTSD effectively
captures the fearfulness resulting from physical
battering, sexual assault, and stalking that in-
clude the potential of serious harm or death.
However, “anxiety” encompasses a broader
range of diagnoses and symptoms that need to
be assessed for all of the forms of VAW. Comor-
bidity rates of PTSD have included panic dis-
orders, specific phobias, obsessive-compulsive
disorder, and generalized anxiety disorder as
occurring at much higher rates for individu-
als with these types of traumas in their back-
grounds (Gleason 1993). Thus, anxiety needs
to be more broadly studied across these popu-
lations to capture the myriad ways in which anx-
iety may be manifested. Anxiety also needs to be
conceptualized, separate from fear, as a clinical
entity that entails psychological threats to one’s
self-view, whether externally or internally in-
duced. Many forms of psychological maltreat-
ment, such as those designed to denigrate the
partner, establish the partner in an inferior po-
sition, keep the partner submissive, or prevent
the partner from having any power, would seem
highly likely to trigger clinical manifestations of
anxiety.
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Depression (as a clinical disorder and
as symptoms representative of depression)
has also been identified across all forms of
victimization. IPV has been clearly associated
with depression (e.g., Plichta 1996), although
shelter samples of women (e.g., Campbell et al.
1997) more frequently demonstrate depression
than do community samples of women expe-
riencing IPV. Women who have been sexually
assaulted as adults also show higher rates of
depression than prevalence rates would predict
(e.g., Miller et al. 2005). Stalking victims report
depressive symptoms (e.g., Davis et al. 2002),
especially when the stalker is an intimate part-
ner (Logan et al. 2006a). Follingstad’s (2009a)
review suggested that depressive symptoms are
the best-documented mental health symptoms
related to psychological abuse, but these
symptoms are more evident as psychological
aggression increases. When women experience
physical maltreatment along with psycho-
logical aggression the picture becomes much
more complicated, and research results are not
consistent as to which form of VAW is more
likely to predict depression. Not only is there
a need for future research to confirm the inde-
pendent contribution of psychological abuse in
the identification of depressive symptoms, but
research also needs to establish whether the
impact of that form of maltreatment produces
depression that is diagnosable as a clinical
syndrome. As a subcategory of depression,
suicidality seems linked with IPV and sexual
assault (e.g., Kernic et al. 2000, McFarlane et al.
2005), but less so for stalking and psychological
maltreatment.
Substance use disorders have also been
researched for their relationship to women
experiencing traumas, and an association has
often been found. Researchers have yet to dis-
cern the causal direction between experiencing
trauma and abusing alcohol and drugs, and a
complicated relationship between these is likely
to emerge. Women who have been sexually
abused, physically abused, or both are more
likely to have problematic substance use be-
haviors and attend treatment programs (e.g.,
Covington 1997, Miller et al. 1993), and one
study ascertained that alcohol and illicit drug
use increased for women who experienced mul-
tiple assaults (McFarlane et al. 2005). Sexual
assault victims often increase substance use fol-
lowing the assault as well (e.g., Campbell et al.
2009). The relationship of substance problems
to stalking is not quite as clear. One study
(Slashinski et al. 2003) analyzed the NVAWS
data focusing on women who were dating
and found an association between stalking and
recreational drug use, but much more research
is required to make any statement about the
relationship of substance abuse and the experi-
ence of being stalked. Research assessing the as-
sociation between psychological maltreatment
with substance abuse is too sparse, and the
few studies available present contradictory find-
ings (Follingstad 2009a). Without longitudinal
studies, determining the cause-effect links be-
tween VAW and substance problems is likely to
remain unsolved.
Beyond diagnoses, other psychological
states or traits have been investigated in rela-
tion to experiencing VAW. Self-esteem is one
such concept that has been considered at risk
for harm due to trauma experiences and sub-
sequent coping attempts. This association has
been found with IPV victims such that abused
women have lower levels of self-esteem than
women who are not abused (e.g., Dutton &
Painter 1993). Although lower self-esteem is
not an automatic result of experiencing sex-
ual assault, one study found that women who
were repeated victims of sexual violence were
more likely to have low self-esteem due to self-
blaming attributions and believing they had not
coped well (Neville et al. 2004). Although one
might not predict that self-view would be im-
pacted by events clearly perpetrated by an ex-
ternal source, Logan et al. (2006b) found that
63% of the women in their study who were vic-
tims of stalking reported lower levels of self-
esteem due to diminished self-confidence and
negative self-perceptions. Thus, similar to vic-
tims of sexual assault, self-esteem may be more
affected by a woman’s assessment of her cop-
ing with the trauma as opposed to the form
of violence having direct implications for her
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self-view. The few studies assessing self-esteem
in relation to psychological abuse suggested
that a tentative and not highly predictive re-
lationship existed, and that mediating variables
(e.g., the type of psychological aggression di-
rected at the woman, type of coping strate-
gies, initial self-esteem level, self-assessment
of coping abilities) are likely to illuminate the
impact on self-esteem rather than psycholog-
ical abuse automatically harming self-concept
(Follingstad 2009a).
Whether women who are victims of VAW
blame themselves has not been consistently
established. Regarding IPV, some researchers
have found that women who are abused are not
likely to blame themselves, especially when the
abuse is frequent and severe (e.g., Frieze 1979).
However, some researchers who have studied
self-blame in abused women have reported that
women who do accept self-blame for the abuse
occurring are less likely to end the relationship
because they excuse the violence as a function
of relationship problems or stressful situations
(e.g., Ferraro 1993). Women who receive multi-
ple forms of abuse experience increases in self-
blame, due to the difficulty of identifying the
cause upon which to place blame (Koss et al.
2002, Logan et al. 2006b). Few studies have
assessed the relationship of stalking with self-
blame, although one study found that college
women who were stalked by an ex-partner ex-
perienced higher levels of self-blame than did
those women who had been victims of sexual
assault or college women who had not been
stalked or abused (Kamphuis et al. 2003). Only
Street & Arias (2001) assessed the role of guilt
and shame subsequent to experiencing psycho-
logical abuse; thus, this potential outcome vari-
able has not been studied enough to suggest an
association.
There are certainly other personality traits
and emotional states that require investigation
to understand more fully the wide-ranging im-
pact of VAW. For example, Briere & Jordan
(2004) have strongly suggested that the effects
of physical IPV go far beyond anxiety symp-
toms and PTSD-related outcomes. They delin-
eate the psychological complexity for women
experiencing IPV where the nature of IPV is
ongoing and the woman’s navigation of a re-
lationship with the person abusing her results
in a range of psychological and behavioral dif-
ficulties beyond diagnoses. The experiences of
sexual assault and stalking also should not be
thought of as producing strictly PTSD-related
effects in light of the numerous spheres of
these victims’ lives that are impacted by these
traumas. And, because psychological abuse is
ongoing, consists of diverse interactions and be-
haviors over time, and may occur in more re-
ciprocal interactions than other forms of abuse,
understanding the effects of this form of mal-
treatment will also require sophisticated and
in-depth investigation. The study of person-
ality traits of interest that could certainly be
impacted by interpersonal traumas include so-
ciability, openness to experience, dependency,
assertiveness, and trust, while emotional states
could incorporate helplessness, anger, alien-
ation, isolation (loneliness), and loss. Changes
in beliefs and values (e.g., loss of invulnerability,





If there is one consistency in reviews of clinical
outcome research related to IPV, sexual assault,
and other forms of violence against women,
it is that the extant literature is inadequate.
Significant complexity exists in attempting to
measure the effectiveness of interventions, be-
ginning with the fact that, as has been noted,
“victimization is not a discrete clinical, social,
or legal phenomenon; rather, it is better char-
acterized as a cluster of problems that may
include psychiatric, physiological, social, and
legal problem areas . . . victimization responses
also include great diversity in problem severity
and complexity, ranging from women with min-
imal symptoms of distress to women with severe
physical and mental health problems and co-
occurring substance abuse” (Logan et al. 2006b,
p. 134).
www.annualreviews.org • Violence and Women’s Mental Health 1.11
ANRV407-CP06-01 ARI 10 November 2009 12:13
Research also suggests that more than
just clinical need affects which victims seek
mental health care. Most victims who seek
traditional mental health services, for example,
are Caucasian (Campbell et al. 2001, Starzynski
et al. 2007). Ethnic minority women are more
likely to turn to informal sources of support
(e.g., friends and family) (Wyatt 1992) and may
not necessarily place the same value on formal
psychotherapy (Bletzer & Koss 2006). Victims
without health insurance are also significantly
less likely to obtain mental health services
(Koss et al. 2003, Starzynski et al. 2007). For
victims of IPV and stalking in particular, there
are abuse-specific barriers to seeking mental
health services. Assailants and stalkers may
actively try to prevent women from seeking
care, and survivors themselves may struggle
with whether what they have experienced
merits psychological intervention (Liang et al.
2005). There is also research showing that even
when women with abuse exposure do enter the
mental health care system, they are not always
identified as victims ( Jordan & Walker 1994,
Lundy & Grossman 2001). The impact of all of
these challenges may be reflected in the finding
of a recent review that between 12% and 50%
of victims of IPV and sexual assault report
using counseling or mental health services to
cope with the victimization experience (Logan
et al. 2006b).
The majority of published reports on inter-
ventions with victims of IPV offer theoretical
models that are not empirically tested ( Johnson
& Zlotnick 2009). Only a handful of evaluation
studies met the criteria of a recent review
(experimental design; sample size of at least 20
participants; recidivism or measures of violence
severity were included as outcome variables)
(e.g., McFarlane et al. 2000, Sullivan et al.
1994, Sullivan & Bybee 1999), and the review
found that the support and advocacy services
evaluated have short-term impacts that are less
effective than mandatory arrest (Stover et al.
2009). Importantly, the usefulness of this review
is limited in that recidivism is the primary out-
come measure; it does not include mitigation
of psychological sequelae, client satisfaction,
or other important measures. In randomized
control trial treatment outcome studies that
are more focused on symptom alleviation (e.g.,
IPV: Kubany et al. 2004; sexual assault: Resick
et al. 2002; stalking: Spence-Diehl 2004),
studies suggest that cognitive-behavioral
therapies, such as cognitive processing ther-
apy and prolonged exposure, are effective
in alleviating PTSD symptoms (Foa et al.
2000).
When victims do receive community-based
mental health services, it is unclear whether
practitioners are consistently using empirically
supported treatments. At least one statewide
random-sample study of practitioners suggests
it is unlikely. Campbell and colleagues’ (1999a)
survey of licensed mental health professionals
in a Midwestern state found that most (52%)
reported using cognitive-behavioral methods
with victims of violence of IPV and/or sexual
assault, but almost all practitioners stated they
rarely use a single approach and intentionally
combine multiple therapeutic orientations and
treatments.
Few studies have examined if and how
victims benefit from community-based mental
health services. In general, victims tend to
rate their experiences with mental health
professionals positively and characterize their
help as useful and supportive (Campbell et al.
2001; Ullman 1996a,b). Whether positive
satisfaction results in demonstrable mental
health benefit is largely unknown, although
community-based mental health services were
particularly helpful for sexual assault survivors
who had had negative experiences with the
legal and/or medical systems. Victims who
encountered substantial difficulty obtaining
needed services and experienced substantial
victim blaming from legal and medical system
personnel had high PTSD symptomatology;
but among this high-risk group of survivors,
those who had been able to obtain mental
health services had significantly lower PTSD,
suggesting that there may have been some ben-
efit from receiving such services. In this same
sample, however, 25% of women who received
postassault mental health services rated this
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contact as hurtful (with 19% characterizing it
as severely hurtful) (Campbell et al. 2001).
In the area of IPV, the most commonly uti-
lized modality of clinical intervention for gen-
eral population samples appears to be group
work (Tutty et al. 1993). Although the litera-
ture on the efficacy of this approach is limited,
most studies suggest that the unstructured ap-
proach of these groups and their focus on emo-
tional processing lead to client gains (Tutty et al.
1993) and that their psychoeducational nature
provides a mechanism by which women can
learn about the dynamics of abusive relation-
ships, parenting skills, assertiveness skills, and
anger management (Dutton 1992).
Victims also obtain mental health services
in specialized VAW agencies, such as domestic
violence shelter programs and rape crisis cen-
ters. These agencies help victims negotiate their
contact with the legal and medical systems, and
they also provide individual and group coun-
seling (Campbell & Martin 2001). They of-
fer critical protective services for women, but
a review suggests that only a small percent-
age (3%–21%) utilize their services (Logan
et al. 2006b). Little is known about the ther-
apeutic orientations and treatment approaches
used in domestic violence shelter programs and
rape crisis centers, but current data indicate
a strong feminist and/or empowerment the-
oretical orientation (e.g., shared goal setting,
focus on gender inequalities, identification of
VAW not only as a personal problem but also
as a social problem) (Edmond 2006, Goodman
& Epstein 2008). In a national survey of do-
mestic violence shelters and rape crisis cen-
ters, approximately 70% of the agencies re-
ported using cognitive-behavioral methods in
combination with other methods (e.g., client-
centered and feminist) (Edmond 2006). With
respect to counseling outcomes, a statewide
evaluation project in Illinois compared self-
reported PTSD symptoms pre- and postcoun-
seling among victims receiving counseling ser-
vices through domestic violence shelters/rape
crisis centers, and found significant reductions
in distress levels and self-blame over time and
increases in social support, self efficacy, and
sense of control (Bennett et al. 2004). Because
this project did not examine the content of
services or include comparison groups, it is
unclear whether these observed improvements
are attributable to the services provided. Re-
search suggests that mobilizing resources to re-
spond to victims’ immediate needs and linking
them to services in the community as is pro-
vided in shelter settings have been found to re-
duce distress and increase long-term quality of
life for abuse survivors (see Sullivan & Bybee
1999).
To date, a limited number of projects have
focused on developing empirically supported
treatments for use in domestic violence shelters
(or during the transitional period for women
postshelter exit). Sullivan and colleagues
experimentally evaluated a postshelter in-
tervention that provided 10 weeks of social
support and advocacy to help women mobilize
resources and link them to services in the
community. This intervention did not provide
therapeutic/counseling services, but at two-
year follow-up, women in the experimental
condition had significantly lower levels of
psychological distress and increased long-term
quality of life in comparison with women
the control condition (see Sullivan & Bybee
1999). Similarly, Constantino et al.’s (2005)
in-shelter social support intervention was
successful in reducing mental health distress
and health care utilization among women in
the experimental condition. More recently,
Johnson & Zlotnick (2006, 2009) evaluated
an in-shelter, cognitive behavioral treatment
program for PTSD symptomatology among
battered women (project HOPE). Although
this study did not use a true experimental de-
sign (intent-to-treat clients were compared to
treatment completers), their results were quite
encouraging such that women who received
HOPE demonstrated statistically and clinically
significant decreases in PTSD, depression,
and social impairment. These positive effects
persisted up to six months postshelter, but
these results merit replication with a stronger
evaluation design. The dearth of research in
this area clearly indicates a pressing need for the
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development of effective treatment programs
that can be used with women on site in rape
crisis centers and domestic violence shelters.
STATE OF VIOLENCE AGAINST
WOMEN AS A FIELD
OF RESEARCH
Thirty years ago, the most visible presence of
a field of VAW was found in battered women’s
shelters, rape crisis centers, courthouses, police
stations, and hospital emergency rooms, where
advocates and other professionals worked to in-
tervene, protect, and repair the damage vio-
lence had inflicted on the lives of women and
children. Over time, the VAW field also moved
to capitol buildings and state houses, where
laws were changed and policies adopted to ad-
dress VAW. A field of research on VAW has
also existed for over three decades, its histori-
cal roots incubated in a social justice belief that
research must lead to understanding VAW, not
for the sake of scientific exploration alone, but
with the goal of ending the systematic battering
and killing of women (e.g., Brownmiller 1975;
Dobash & Dobash 1979; Martin 1976; Russell
1974, 1982; Schechter 1982).
Although the work of multidisciplinary
scholars has contributed enormously to our un-
derstanding of the etiology, context, and im-
pact of various forms of VAW, critiques of the
past ten years have repeatedly noted that weak-
nesses in the field limit a full scientific explo-
ration of these crimes and their effects. In 1994,
a panel brought together by the National Re-
search Council concluded that “significant gaps
exist in understanding the extent and causes of
VAW and the impact and effectiveness of pre-
ventive and treatment interventions” (Crowell
& Burgess 1996, p. 2). Key weaknesses in the
field include the fact that types of abuse tend
to be studied as distinct subdivisions in the
VAW field, such that researchers study sexual
violence, physical violence, stalking, psycho-
logical aggression, and other abuse forms in a
silo pattern. While a narrow focus in research
can lend itself to a more rich understanding
of any single phenomenon, in the VAW field
that approach also carries with it the risk that a
woman’s experience is seen out of context and
does not reflect the fact that most often differ-
ent forms of abuse occur concurrently in the life
of a woman (Crowell & Burgess 1996, Jordan
2009). There has also been a separation be-
tween VAW-related research and research in
broader areas of study, including psychology
and sociology/criminology. Although the mul-
tidisciplinary nature of the field is a strength and
critical to the field’s ability to provide mental
health, health care, and other services to women
and their children, on the research side, that
character has also brought challenges. Different
disciplines operate with their own theoretical
models, methodological approaches, and peda-
gogies, and they rely on their own literatures,
making collaborative work and generalizability
of studies more complex. Other methodological
challenges (e.g., inconsistencies in operational
definitions of abuse used in the literature; lack
of theory and of longitudinal studies; a need
to integrate datasets; the extra challenge of
safety as a human subjects issue) and insuf-
ficient federal funding for research on VAW
have also been chronicled by numerous authors
(Campbell et al. 2006, Crowell & Burgess 1996,
Ford et al. 2002, Koss 2005, Koss & White
2008, Kruttschnitt et al. 2002, Jordan 2009,
Richie 1996).
In part, weaknesses in the extant research
field reflect the youth of the field, the architec-
ture of universities that are divided by discipline
and department, and the way in which research
has been approached. The phenomenon itself,
however, also brings challenges to any scientist.
As noted by Jordan (2009, pp. 394–95):
VAW-research is enormously challenging.
The magnitude and impacts noted above tax
research capabilities, but it is more complex
yet. The quality of the experience of victim-
ization is different for women; first because
no one set of behaviors comprises the expe-
rience, victims experience different levels of
severity, chronicity, and most face multiple
types of abuse (Campbell & Soeken 1999,
Coker et al. 2000, Riggs et al. 1992). Victims
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also define those experiences differently, in
some cases influenced by the effects of his-
toric exposure to abuse (Briere 1996, Desai
et al. 2002) or because they live in a cul-
ture that defines or acknowledges abuse in
a unique way (Cousineau & Rondeau 2004,
Kasturirangan et al. 2004). There is also no
single health or mental health presentation of
abuse and no standard sequelae for reacting
to it (Banyard et al. 2001, Briere & Jordan
2004, Charney 2004). It is difficult further be-
cause of the heterogeneity of stalkers, IPV of-
fenders and sex offenders (Davis & Chipman
2001, Holtzworth-Munroe & Meehan 2004,
Robertiello & Terry 2007).
Strengthening research in the area of VAW
will require significant reforms. Increases in
federal funding, improvements in methodolo-
gies, the development of a more cohesive com-
munity of scientists from multiple disciplines,
a stronger infrastructure within academia (in-
cluding creation of additional interdisciplinary
research centers), and other improvements are
needed. Some have called for a model that
would (a) establish a new area of science as a
means to make the greatest advancements, a
dramatic step that would improve the field’s or-
ganization of knowledge; (b) set forth a struc-
ture by which testing and retesting and the
generation of theory would more readily oc-
cur; (c) facilitate development of pedagogy for
the transmission of information on VAW to fu-
ture researchers; (d ) strengthen the organiza-
tion of the written literature in textbooks and
bibliographic databases; and (e) carve a place
for practitioners and advocates on collaborative
research teams ( Jordan 2009). The challenge of
such a model may be found less in the practical
changes needed to accomplish it as in the diffi-
culties developing the kind of science necessary
to make significant contributions to both un-
derstanding and ending VAW (Campbell 2009).
CONCLUSION
As has been noted in this review, the reach of
VAW has been felt by women across the United
States and around the globe. Studies make
clear that the impact of IPV, stalking, rape, and
psychological aggression on women’s mental
health is robust, although women do not experi-
ence these negative psychological health effects
in the same time frame or to the same extent.
The complexities of the various forms of VAW
and of postassault responses by the women
who experience them make both clinical in-
tervention and outcome research challenging.
As the clinical and research fields progress in
addressing VAW, it is clear that the discipline
of psychology has the opportunity play a lead-
ership role. As noted in a recent review ( Jordan
2009), although VAW-related scholarship of
the past three decades represents the contribu-
tions of an interdisciplinary group of scholars,
psychology is the most commonly cited disci-
pline in the VAW field. By offering the structure
of its clinical training programs, psychological
theory, rigorous research methodologies, and
other strengths, the discipline of psychology
has an opportunity to advance research on
VAW, to mitigate its harm, and to contribute
to bringing these traumatic phenomena to an
end.
SUMMARY POINTS
1. Violence against women (VAW) is a substantial mental health concern. Research sug-
gests that the effects of intimate partner violence (IPV), stalking, rape, and psychological
aggression on women’s mental health are significant, and in fact, most forms of ma-
jor nonorganic mental distress and disorder have been associated with violence against
women.
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2. VAW is not a single, discrete phenomenon. It has now been documented to occur in
multiple forms, including physical assault, sexual assault, stalking, and psychological
aggression.
3. Across populations of women experiencing IPV, sexual assault, stalking, or psychological
abuse, anxiety has been identified as occurring and most likely caused by these expe-
riences. Particularly for the first three types of abuse mentioned, posttraumatic stress
disorder, as a subtype of anxiety disorders, has been identified as a potential and even
likely mental health outcome.
4. Depression (as a clinical disorder and as symptoms representative of depression) has also
been identified across all forms of victimization. Substance use disorders have also been
researched for their relationship to women experiencing traumas, and an association has
often been found. Researchers have yet to discern the causal direction between experi-
encing trauma and abusing alcohol and drugs, and a complicated relationship between
these is likely to emerge.
5. The extant clinical outcome research related to IPV, sexual assault, and other forms of
violence against women is inadequate.
6. A field of research on VAW has existed for 30 years, its historical roots incubated in a
social justice belief that research must lead to understanding VAW, not for the sake of
scientific exploration alone, but with the goal of ending the experience for women.
7. Although the work of multidisciplinary scholars has contributed enormously to our un-
derstanding of the etiology, context, and impact of various forms of VAW, critiques of
the past 10 years have repeatedly noted that weaknesses in the field limit a full scientific
exploration of these crimes and their effects.
8. Strengthening research in the area of VAW will require significant reforms. Increases
in federal funding, improvements in methodologies, the development of a more cohe-
sive community of scientists from multiple disciplines, a stronger infrastructure within
academia (including creation of additional interdisciplinary research centers), and other
improvements are needed. Some have called for the establishment of a new area of sci-
ence as a means to make the greatest advancements, a dramatic step that would improve
the field’s organization of knowledge; set forth a structure by which testing and retesting
and the generation of theory would more readily occur; facilitate development of peda-
gogy for the transmission of information on VAW to future researchers; strengthen the
organization of the written literature in textbooks and bibliographic databases; and carve
a place for practitioners and advocates on collaborative research teams.
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